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Enhanced Lung Recovery after Surgery, Is It A Necessary for Precision Therapy?
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[ Abstract ] The concept of enhanced recovery after surgery (ERAS) has already been accepted by almost all the
clinicians and nurses, the practice of which is based on interdisciplinary cooperation. The reason is still unclear why the effect
of ERAS varies a lot though the same ERAS scheme is used. The main cause may be the same ERAS scheme can not be suitable
for different patients. In other words, does ERAS also need to conform to Precision Medicine Theory? This study is focused on
the necessity and clinical efficacy of “Precision ERAS” performed in lung cancer patients. The conclusions are the following:
first of all, an accurate judgment of patients who need ERAS should be done properly before surgery, which means that the high
risks assessment should be done accurately. Secondly, a specific ERAS scheme should be carried out in each independent pa-
tient who has obvious clinical symptoms in order to alleviate clinical symptoms and improve the ptients’ quality of life (QOL).
Thirdly, for the asymptomatic patitents who also don’t have severe concomitant diseases, process-optimized ERAS should be
selected to make patients feel more comfortable and shorten the average length of stay (ALOS). To summary, “subtraction” in-
stead of “addition” should be considered when performing ERAS.
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PEOTARIE CAARJERIR ), ASBEMERIABLTAR A Sk
AT, 3R ECIE AR AAE ) o X 28 [l B 7 1] 52
ERASIfi RBCRAELLER IEA, 73 SMBFEAR TERASTT %
A

LIS AN B, Sl EAR RS HETIBR | 4847547
AR AR A BRI ERASHITEA T 5558 T HE
AISEB AL ), HARE AR TTII A AEA [RI R SRR B A 1
BEEG , AT BRI . BRI R SRS I AR
R, DR M SRS [ A8 STt AL A ERAS T5 58
KA PR LR, I, ASTAELR 34 J5 1 73 HTERAS
FEHEVR YT B b B Rl SR B IR IRBCR . — AR &
HEENREE, TEARAMBEZINSG, LEEARE
FHRAE A AR AR B, T AR
HEAR BRSNS, LA AR R el 38 R 25 2 08 Jo iy
FY s = RARRTICER B AR B, AL
PEFEI T AR R o 3, LR o S8 g 8 1 4 e~
PIRERE H o HAG o RIS I i RS S0} (enhanced
lung recovery after surgery, ELRAS ) AlRESEELM RS, BTE
NS BUANRL T ARERASHIRLTEAL . ARSIt S B
Mo

1 SREZRITMRERFEE

FFARBEESIFRAERERS, RRaFEME, R
A EEEEE AGHE (RS ) |, A3E2J8 (anmk
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T B SRR N, WUREER K (S PR
F) , FAREIMG (RIS Kl £2%) 3 R
Je AL FRAR SCRERIA YT, 2y siar TR S8, i
B BB S5 5 . A P EARR AR
o e FE R R RS e S, AR RE R A B S A S R 2%
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111 AR ARIRVE RS R 2R, FRifE 25 5 e &=
ARG SEBRAES | M SRR AR AR 7S SN R G
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112 WREE DR =0 2 — . OMARTE $>8004F 3 H.
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1.1.3 S EM A (airway bronchial colonization) PAF =
i R — I (DAFERE 2752 QUNHTE $=8004F 3 ; OF
P2 P BH ZE M I 9% (chronic obstructive pulmonary disease,
COPD) .

1.1.4 SEERWTE ( airway high response, AHR) LDIFIY
T e — T ORI B s @0 iz Bl
5% ( cardiopulmonary exercise test, CPET ) i F£H H Bl 1%
H NGB SpO, FIER T 15%; QMR FHHLLT B ¥y siii
R @IEHEEIZRRT S PEFE TR T 15%.

1.1.5 PSR i (peak expiratory flow, PEF) PEF<250
L/min.

1.1.6 fili S g SRS SARAT I RES Bl fEim FUR )2
& : (DFEV <1.0 L; @RKESPBHIE =22 (American
College of Surgeons Oncology Group, ACOSOG ) Z4099/
RTOGHRHE: FEV %: 50%-60%m4F1 >75 % Fl—EU LB YR HL
1t (carbon monoxide diffusing capacity, DLco) 50%-60%; (3)
5 E B NEHE A% 2 (American College of Chest Physicians,
ACCP) HiifE: Tl ARISFEV,<40%5{DLco<40%.

1.1.7 JERE SRR 485K (body mass index, BMI) #54(>
28;

L.1.8 iR ELA P S AWM A& 45 %A H
b 25 R ARl A B £ 2 AL 2 e
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BB NB B EIIR) 24 hy QT ARMf ] (DI IF
IEEIDIO4EG5E M) 23 ho

1.2.2 %A E ARJ5Pa0,/FiO, M H{EH<40 kpa (300
mmHg) o

2 FBEREIIZT FZRYFEMHENS
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2.1.1.1 FiAERN BURtE S e R IAATE, AR
N FBUSHT A 2097 (EINRAG) , T 24T B IES (Peks
FRAEH) 5 (B AR OIS BT ff 20 T 2 T 4 PRXE , 9t 99 B
I SP-D (serum surfactant protein D ) ¥ 5 80 1S e HE
B AATE HAT A DGR H BT AR RN AT s 4% T2 R
TERMIEIAT

2.1.1.2 HIRZy MRS AT, (B 15 iR 25
B

2.1.L.3 JHRAEC M) MR 2 FEIEAR R A TSR
Ze2ly; VM2 AR A SCE Y SRR SE I IR ZE
2.1.2 PIFEREE

2.1.2.1 Bl R AR (F)  FEIEREAR A [A],
fg2 hf S — Y%k, FAH B T6IR-100)I1%kR, SREIRE .
2.1.2.2 YIRATT BN 18 s s HI7E T R xE R
# (Borg) 153553753 Z 8], FFRXZI1S min-20 min, FiK 2
Ko G BAFRA AT SRR

2.1.2.3 BB (ATE) AR 21K, £K1S min-30
min, J7FE3 d-7 do IR ATT B S GRS I — 3%
TE—

2.2 il I ZRmsta)iersmis) fii RGN ZRat R A3 d. 7 d.
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TR A BRI 55 A IR 2 BRI AR YT ZTTRE B
45 QMRAE Ay BRI vk, M B i I BR AR
(video-assisted thoracic surgery, VATS) A A, At
AR B O UER AP I LI A
A7, TN HL I 5] 557 A 5825 S AR S Bk B U 4
L TR BB TS IR AR ER, AT B SRR AR
BA T BB EARE W= R
3.2 BN IR HENE
3.2.1 BRAGNIACS Wi FAREE, A ARG BRI R B
FERZRZ—, HHEN RS : OFER ORI 275%
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3.2.2 MG A 2 B i | AR e A SRAE L
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WM 16 F5 1A 105 IR AR R T28 F-32 EAENY]
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it 988 AR S AR DA 2 e A L T3 vy ELASORE AT
FE, I RHIFFE IR fs S s Tt - DD B A 8 WA ARAT 9%
T R S U
4.1.1 PR B PR PN R E BB S AR IAE, V%
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oA i A I PR ik, JEH I 2o A R A ik
27 SRR AR A LU RS T (DS X R it R A
AETR, G RS AR B PR, B R R S A e
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of the Leicester Cough Questionnaire, LCQ-MC ) WIS
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ST SO Sm B g AR 5 AR N K A D DR AR
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ar i () AE CRIARRR ) RPIA IS 22 WA 2 PP
R I DR 2R A0 BT AR R AR5 T T, o MOk
HEVENFIATT IATHE . ERARBAE LT L5 : DLCQ
MCRZIA: A Bt [l (fRIAOR ) IR PRI, i
WAk ELERVEVE SR . QB X A S5 R R 5 (5 )
PR, AN [ 8 AR T 07 et o s 5 s Al
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